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Complex Trauma in Children and Adolescents: an
Overview

Description/Etiology
Complex trauma in children and adolescents involves their exposure to multiple
interpersonal traumatic events, often occurring in the context of the caregiving relationship.
These traumatic events typically involve one or more types of child maltreatment (i.e.,
physical abuse, sexual abuse, emotional abuse, neglect, exposure to intimate partner
violence [IPV]) that are recurrent, occur simultaneously or sequentially, typically begin
early in the child’s life, and often include concomitant exposure to harmful social/
environmental conditions.(For more information, please see the series of Quick Lessons
and Evidence-Based Care Sheets on child maltreatment.) Complex trauma can include both
violent and non-violent traumatic events. Because children are developmentally vulnerable
and dependent on their adult caregivers, non-violentacts such as serious emotional neglect
or abandonment can result in a sense of overwhelming terror and helplessness in the child.
Some scholars also consider other forms of prolonged, interpersonal trauma such as medical
trauma, sex trafficking, being a child soldier, and/or experiencing genocide campaigns as
complex traumatic events.

Many children and adolescents will at some point experience some type of traumatic
event(i.e., an event that typically involves real or perceived threat and precipitates an intense
emotional and physical reaction).Traumatic events can be interpersonal (i.e., inflicted by
other persons) or non-interpersonal (i.e., not inflicted by other persons but resulting from
events such as natural disasters or life-threatening illnesses). Complex trauma is viewed
as being qualitatively different from acute and/or non-interpersonal trauma in terms of
its chronic nature and the involvement of those whom the child depends on for care and
protection. Interpersonal traumas are linked with more severe symptoms in children and
adolescents than non-interpersonal traumas, which is attributed in part to impacts on the
child’s sense of safety and trust. Children and adolescents who have experienced complex
trauma early in their lives tend to have more behavioral problems than those who have been
exposed to an acute trauma or who were exposed to chronic interpersonal trauma later in
childhood.

The term complex trauma is also used to describe the impacts of interpersonal trauma,
which often include post-traumatic stress (PTSD) symptomatology but typically extend
beyond this diagnostic classification to include disruption of neurodevelopmental processes
and alterations in brain structure and functions that are linked with an array of biological,
socioemotional, and cognitive deficits.

Ecobiodevelopmental Framework (EBD)

Exposure to complex trauma, particularly during early childhood, impacts the architecture
of the developing brain and adversely affects children’s developmental trajectories,
altering their biological, psychological, cognitive, and social development. The
ecobiodevelopmental model integrates research findings from neurodevelopmental,
epigenetic, and ecological perspectives to provide a framework for understanding the
interactive cascade of responses that occur between childhood adversities, environmental
influences,and genetic predispositions and that in turn impact development.



The past three decades have brought significant advances in developmental neuroscience and epigenetic research, elucidating
links between biological and ecological factors and health and development. Neuroimaging studies have demonstrated that
environmental influences, such as chronic stress resulting from traumatic experiences, can result in enduring changes in the
structure and function of the brain. These neurobiological effects depend in part on the developmental stage when trauma is
experienced.

A growing body of literature from both animal and human studies points to a link between stress,
hypothalamic-pituitary-adrenal (HPA) functioning, and vulnerability to future mental health problems. Complex trauma
involves the prolonged activation of the biological stress-response system in which stress hormones (e.g., adrenaline, cortisol)
are released as part of a “fight or flight” response. This release of hormones is accompanied by increased heart rate, blood
pressure, blood sugar, and inflammatory reactivity. Under normal circumstances, the “fight or flight” response is adaptive and
prepares the body to respond to a threat, while also returning to homeostasis when the threat has passed.
› The “stress to trauma continuum” differentiates between three types of stress responses (Shonkoff et al., 2012):

• Positive stress response: children subjected to a normative stressful event (e.g., getting a shot, starting daycare) can
experience brief impacts on heart rate and hormone levels; however, they recover quickly once the stressful experience has
passed. This type of stress usually is modulated by the presence of a responsive adult who supports the child and promotes
the development of problem-solving and coping skills

• Tolerable stress response: children who experience a more significant stressor (e.g., serious illness, death of a loved one,
natural disaster) can experience a more prolonged, but still time-limited,physiological activation that usually is buffered by
the care and support of protective adults

• Toxic stress response: children who experience complex trauma, in which strong, frequent, and/or prolonged adversity
is experienced without adequate support, experience prolonged activation of physiological stress response systems and
increased risk of negative impacts on the brain. Toxic stress is associated with alterations in brain structure and function
(e.g., reduced size of brain cortex, the part of the brain responsible for higher functions such as memory, attention, thinking,
and emotional regulation), epigenetic modifications (i.e., environmental influences on expression of genetic traits), and
behavioral adaptations

Researchers also have found that early adversity such as complex trauma influences the body’s stress response through
epigenetic modifications, or interactions between genetic potentials and environments that can change gene expression by
determining whether they are activated or deactivated.

During the first few years of life, regions of the brain responsible for higher functions such as language and emotional
regulation undergo rapid growth. Neural connections (synapses) are formed in a period of rapid proliferation, then reduced
through a process called pruning. Repeated experience plays a strong role in determining which neural connections survive
and are reinforced and which are pruned due to lack of use. Through this process, young children learn and adapt to the
environments they were born into.
› The brain is primed to develop certain capabilities at specific times, referred to as sensitive periods. Attachment is of

paramount concern for infants in that survival requires maintaining close physical proximity to the caregiver. Attachment
occurs through a repeated cycle of need/distress and comfort. When the caregiver responds to the infant’s needs
with physical and emotional comfort, the infant experiences relief. This cycle sets the foundation for attachment and
self-regulation. When responsive care is absent or unpredictable, this is experienced physiologically as a serious threat,
resulting in activation of the stress response system as well as influencing which neural connections are reinforced or pruned

› Reciprocal (“serve and return”) interactions between child and caregiver (e.g., “peekaboo,” responding to child’s babbling
and gestures) repeated over time strengthen neural connections and are essential to normal development. Unresponsive or
abusive treatment reinforces neural connections that are adaptive to coping in a negative environment and impair the child’s
ability to respond to nurturing care in the future

Children who have experienced complex trauma learn through repeated experience that the world is unsafe. Although
children do not develop explicit, language-basedmemory until 18 months and are not able to verbalize traumatic experiences
until 2–3years of age, infants possess unconscious, implicit memory and can exhibit signs of distress in situations that are
reminiscent of past traumas. Sensitization of the stress response system leads to long-term hyperarousal in which children are
unable to experience safety and instead are in a constant state of “fight, flight, or freeze.” Even when living in a physically
safe environment, these children often do not experience psychological safety, or “the ability to feel safe, within one’s self
and safe from external harm” (Chadwick Trauma-Informed Systems Project, 2013a, p. 13). As a result, they continue to be
hypervigilant and distrustful of others. Their attention and behaviors often are focused on ensuring safety rather than engaging
in growth-promoting activities. They may have intense behavioral reactions to “trauma triggers” (i.e., a person, place, event,
or sensory stimulus consciously or unconsciously reminds them of trauma and precipitates an intense physiological and



emotional response). Caregiving behaviors that seem relatively innocuous (e.g., speaking in a raised voice) may be experienced
as re-traumatizing based on the child’s prior learning, and conscious or unconscious reminders of trauma may elicit intense
emotional reactions. Learned behavioral adaptations tend to become fixed and persistent even in non-threatening situations,
resulting in behaviors that are maladaptive in safe, nurturing settings.

Secondary Adversity

Complex trauma often is associated with secondary adversities that compound the stress and trauma that the child has already
experienced. Child protective services (CPS) intervention, while necessary when children are subject to child abuse or neglect
by a caregiver, may involve multiple interviews regarding traumatic events, potentially leading to removal from one’s primary
caregiver and placement in foster care. Although necessary in some instances to protect children from imminent harm or
provide care when families are unable to, foster care itself involves varying degrees of adverse effects for children, including
trauma and grief resulting from separation from their parents, siblings, friends and familiar settings; adjustment to new
caregivers; and for some, suboptimal care, placement instability, and extended stays in foster care.

Placement stability is a significant concern for children in foster care. Movement from one foster home to another has a
particularly detrimental effect on children, resulting not only in disruptions and loss of attachments and security in children’s
caregiving relationships but often the loss of almost their entire social world (e.g., schools, friends, therapists and other service
providers). Children’s trauma responses and adaptive behaviors often profoundly challenge caregivers, leading to a cycle of
dysregulation in which the child’s emotional dysregulation and intense need for co-regulation from the caregiver challenges
the caregiver’s capacities. This cycle can result in caregivers feeling ineffective and hopeless and sometimes having difficulty
regulating their own affect, potentially responding in a harsh or unresponsive manner. When caregivers become dysregulated,
it reinforces children’s experience that the world is unsafe. For children in foster or adoptive homes, these difficulties often
trigger the breakdown of placements. (For more information, please see the series of Quick Lessons and Evidence-BasedCare
Sheets about foster care.)

Impacts

A growing body of research has shown that complex trauma has significant short-termand long-term consequences, including
impacts on psychological, cognitive, social, and biological development. The effects of complex trauma are influenced
by contextual factors such as the nature of the traumatic experiences (e.g., type(s) of trauma/maltreatment, relationship to
perpetrator, frequency, chronicity, age at onset), perceived danger, whether or not the child had psychosocial support, child
characteristics (e.g., age/stage, temperament, co-existing emotional/developmental problems), adversities preceding the trauma
(e.g., prenatal substance exposure, parental substance abuse), adversities following the trauma (e.g., separation from primary
caregiver, placement in foster care), preexisting mental health issues, genetic factors, subsequent traumas in adulthood, and
family history of mental illness.

The Diagnostic and Statistical Manual of Mental Disorders, fifth edition (DSM-5), includes a chapter on trauma- and
stressor-relateddisorders that describes several disorders that involve exposure to a traumatic event. For individuals over
the age of 6 years, the criteria for posttraumatic stress disorder (PTSD) require that an individual must experience at least
one symptom in each of the following criteria: Criterion A: Stressor--experiencing,witnessing, or being confronted with a
life-threatening event or trauma; Criterion B: Intrusion symptoms (i.e., persistent memories, dreams, flashbacks, distress
triggered by internal or external reminder of trauma); Criterion C: Avoidance symptoms (e.g., avoidance of thoughts, feelings,
external reminders associated with traumatic event); Criterion D: Negative alterations in cognition and moods (e.g., loss of
memory regarding aspects of traumatic event, persistent negative beliefs, feelings of alienation, constricted affect, diminished
interest in activities); Criterion E: Arousal (e.g., irritability, aggressive behavior, hypervigilance, difficulty concentrating);
Criterion F: Duration—persistence of symptoms for more than 1 month; Criterion G: Functional significance; Criterion H:
Exclusion—not due to medication, illness, or drug/alcohol use. Diagnosis for children 6 years and under can be challenging
because they may not have the ability to describe their feelings or symptoms. Separate criteria for this age group allow
for clinicians to use behavioral indicators to determine the presence and chronicity of symptoms (e.g., play reenactment,
socially withdrawn behavior, extreme tantrums). Criteria for acute stress disorder are similar, but only require that the
individual experience significant distress or impairment and at least nine symptoms from five categories (intrusion, negative
mood, dissociation, avoidance, and arousal) in a time period of 3 days to 1 month following exposure to trauma. (For more
information, please see the Quick Lesson on posttraumatic stress disorder in children).

Among children with a history of complex trauma, some meet diagnostic criteria for PTSD; some exhibit symptoms that
lead to diagnosis of another mental health condition (e.g., depression, bipolar disorder, attention-deficit/hyperactivitydisorder
[ADHD], conduct disorder, oppositional defiant disorder (ODD), generalized anxiety disorder, separation anxiety disorder,
reactive attachment disorder); and in some both PTSD and a co-occurring disorder are diagnosed. Some trauma experts raise



concern that there is an overlap between complex trauma and mental health symptoms that can lead to inappropriate diagnosis
and treatment, particularly when the impact of trauma is not incorporated in assessment.

Many scholars assert that current diagnostic constructs do not adequately capture the complex constellation of symptoms often
seen in children who have experienced complex trauma and propose that a developmental trauma framework would better
reflect the needs of children who have experienced multiple and chronic interpersonal traumas (D’Andrea et al., 2012; Kisiel et
al., 2014; Schmid et al., 2013; Simonelli, 2013; and Wamser-Nanney & Vandenberg, 2013).

Complex trauma is associated with impairment in seven primary domains (Cook, 2005):
› Attachment and relationships: Experiencing trauma in the context of the child-caregiver relationship has a lasting impact

on the child’s working models of self in relation to others and perceptions of the world as being unpredictable and unsafe.
This leads to difficulties with healthy attachment, boundaries, intimacy, and relying on others for help, which can manifest as
either over-dependency on others or social isolation

› Biology: Complex trauma is associated with alterations in the body’s stress response system and immune system. Complex
trauma in young children (i.e., infants, toddlers and preschool-aged children) impacts brain capacities necessary for
self-regulating emotion, making them prone to experiencing disorganization of thoughts, feelings, and behaviors under
stress; in middle childhood and adolescence, complex trauma impacts self-regulation as well as self-concept integration

› Affect regulation: Complex trauma is strongly associated with dysregulation of emotions and behaviors (i.e., being able
to differentiate among affective states, identify and label feelings, self-regulate expression of emotions, and self-soothe).
Children may exhibit intense emotional reactions and maladaptive coping strategies (e.g., chronic numbing of emotions,
substance use)

› Dissociation: Children may learn to mentally separate themselves from traumatic experiences and cope with complex trauma
by detaching, numbing emotions, compartmentalizing painful feelings and memories, or engaging in fantasy. Dissociation
increases the risk of subsequent revictimization as well as furthering problems with social isolation and emotional regulation

› Behavioral control: Children with histories of complex trauma exhibit behavior patterns that are either under-controlled (e.g.,
impulsive, aggressive) or over-controlled (e.g., compulsive compliance, inflexible rituals and routines). These behaviors are
viewed as adaptive to coping with overwhelming stress. Adolescents with a history of complex trauma are more likely to
engage in high-risk behaviors (e.g., drug and alcohol use, delinquency)

› Cognition: Children with histories of complex trauma often are focused on survival to the detriment of learning new
information or skills. Impaired cognitive functioning is particularly linked with neglect that involves lack of sensory and
emotional stimulation

› Self-concept: Children internalize beliefs about themselves from the reactions of their parents/caregivers. Interpersonal
trauma has been linked with negative self-perceptions beginning in very young children and is associated with diminished
sense of self-worth and competence

Impacts of complex trauma often extend into adulthood, including:
› Increase in risk for mental health difficulties (e.g., PTSD, anxiety/panic, major depression, bipolar disorder, substance abuse,

eating disorders, suicide), as well as disorders with younger age of onset, more severe symptoms, and that are more difficult
to treat

› Increase in risk for chronic medical conditions (e.g., heart disease, chronic pulmonary disease, diabetes, irritable bowel
syndrome, asthma), disability, and premature mortality

› Increase in risky behaviors (e.g., early sexual intercourse, multiple sexual partners, smoking, drug and alcohol use)
› Increased risk of future victimization (e.g., IPV)

Treatment

Three pillars of trauma-informed care have been identified that guide both treatment and care of children and adolescents who
have experienced complex trauma (Bath, 2008):
› Safety: children are unlikely to make therapeutic progress until they are in a safe environment, their basic needs are met, and

they begin to establish a sense of psychological safety
› Connections: having a responsive, supportive relationship with at least one adult can help mitigate the negative impact of

complex trauma and is viewed by many scholars as a critical ingredient in healing
› Managing emotions/impulses: enhance self-regulation and other core life-skills

There are a number of evidence-based interventions that can be utilized to treat children and adolescents with complex
trauma. Treatment for children who have experienced complex trauma often is phase-based, initially focusing on safety,
stabilization, and improved functioning before moving into exploring traumatic experiences. Most approaches generally
include psychoeducation about the effects of trauma; coping skills (e.g., identifying trauma triggers, relaxation skills, focused



breathing, sleep hygiene, affect regulation, and ways of expressing oneself); creation of a trauma narrative that helps the
child reduce distress associated with the memory, make sense of the trauma, and place it in context; cognitive restructuring
(e.g., revising maladaptive thoughts and beliefs about trauma); and developing a post-treatment plan (Black et al., 2012).
Treatment often involves the parents/caregivers, particularly during early childhood, in order to repair and/or strengthen
parent-child relationships and build the capacity of parents/caregivers to help the child to experience psychological safety.
Including parents/caregivers in the child’s treatment has also been linked with greater improvement in mental health symptoms
in children.

Complex trauma is associated with potentially lifelong effects on development, mental health, and physical health. However,
prognosis varies considerably depending on contextual factors, secondary adversities, and whether or not the child receives
appropriate treatment and support. Factors that are associated with resilience and more favorable outcomes include having a
positive attachment relationship with at least one supportive adult, developing cognitive and self-regulation skills, and having a
positive self-concept and motivation.

Facts and Figures
The majority of children affected by complex trauma have a history of child maltreatment. Prevalence rates for maltreatment
vary widely depending on whether they are based on data collected from authorities responsible for responding to reports
of child maltreatment or from population-based surveys collected from individuals reporting on childhood experiences.
Population-based surveys consistently result in higher rates of maltreatment than those reflected in official reports.
› Meta-analysis of self-reported child physical abuse leads to an estimated prevalence rate of 22% of children worldwide

(Stoltenborgh et al., 2013)
› In 2015, approximately 683,000 U.S. children (9.2 per 1,000 children in the population) were found by CPS to be victims of

child maltreatment. The majority of these children (75%) were found to be neglected, 17% were victims of physical abuse,
and 8% were victims of sexual abuse. Children from birth to age 1 are at the highest risk for abuse (24.2 per 1,000 children
of the same age in the population) (U.S. Department of Health and Human Services, 2017)

› The U.S. Fourth National Incidence Study of Child Abuse and Neglect (NIS-4),which integrated data from CPS agencies and
community professionals during the 2005-2006 study year, found that approximately 1,256,600 children, or 17.1 per 1,000
children, experienced child maltreatment. Of these children, 10.5 per 1,000 were neglected, 4.4 per 1,000 were physically
abused, 1.8 per 1,000 were sexually abused, and 2.0 per 1,000 were emotionally abused (Sedlak et al., 2010)

› In the United States National Survey of Children’s Exposure to Violence, almost 39% of children and adolescents reported
being victims of violence during the past year. Approximately 8% of respondents, referred to as polyvictims, reported seven
or more types of victimization during the past year. Fifty-three percent of polyvictims had been victimized by a caregiver.
Polyvictims also reported experiencing significantly higher levels of distress, including anxiety, depression, posttraumatic
stress, and anger (Finkelhor et al., 2011)

› Investigators in a longitudinal study that followed children born to low-income mothers for 7 years following their
birth found that by 64 months of age, just over 38% of the children had experienced interpersonal trauma, of whom
approximately 28% experienced maltreatment only, 3.3% experienced IPV exposure only, and 6.7% experienced both.
Greater sociodemographic risk (based on factors such as mother’s age, marital and educational status at the time of the
child’s birth, socioeconomic status, and member or racial/ethnic minority) was linked with increased risk of exposure to IPV

A number of large studies regarding complex trauma have been conducted concerning children and adolescents in the United
States foster care system. In these investigations, researchers found that:
› Over 70% of foster children referred for treatment at a National Child Traumatic Stress Network (NCTSN) site reported

experiencing at least two forms of trauma (physical abuse, sexual abuse, emotional abuse, neglect, and exposure to IPV) and
nearly 12% reported experiencing all five. Compared with other youth seeking treatment for trauma, those with histories of
complex trauma were significantly more likely to have mental health and behavioral problems (Greeson et al., 2011)

› Children exposed to both interpersonal violence (i.e., physical or sexual abuse) and attachment-based traumas (i.e.,
emotional abuse or serious neglect) were significantly more likely to have difficulties than children who had experienced
just one of these types of traumas or another type of trauma. They were also more likely to have symptoms across multiple
domains (e.g., affective/physiological, attention/behavioral) and had more severe PTSD symptoms (Kisiel et al., 2014)

› For each type of trauma that children experienced, the average number of mental health symptoms increased by 34% and the
average number of trauma symptoms by 41% (Griffin et al., 2011)

› Twenty percent of children in a foster care sample had complex attachment and trauma-related psychopathology that was
not adequately reflected in current diagnostic formulations and that was linked with increased risk of placement disruptions
(Tarren-Sweeney, 2013)



› Children who experienced complex trauma had more trauma-related difficulties than children who experienced acute,
non-interpersonal trauma; and children who were exposed to complex trauma before age 10 had greater difficulties than
those exposed to complex trauma after the age of 10 (Wamser-Nanney& Vandenberg, 2013)

The cumulative and potentially lifelong impacts of maltreatment and other adversities during childhood have been
well-documented by a number of adverse childhood experiences (ACE) studies, beginning with a large United States study
conducted by Kaiser Permanente and the U.S. Centers for Disease Control and Prevention (CDC) in the late 1990s. The
Kaiser study assessed the long-term health effects of specified adverse childhood experiences (physical, sexual, and emotional
abuse; physical and emotional neglect; IPV; parental mental health problems or substance abuse; separation or divorce of
parents; and parental incarceration) on adult members of its health plan. Investigators found a significant association between
adverse childhood experiences and adult physical and mental health issues, with severity of problems in adulthood increasing
along with the number of adverse experiences. Subsequent analysis of this data found that there was a graded relationship
between the number of ACE that participants experienced and co-occurring conditions (e.g., mental health disorders, somatic
disturbances, substance abuse) (Anda, 2006).

The original Kaiser study has been followed by additional ACE studies in the United States and other countries with similar
findings. In surveys conducted in eight eastern European countries (Albania, Latvia, Lithuania, Montenegro, Romania, the
Russian Federation, the former Yugoslav Republic of Macedonia, and Turkey), researchers found that young adults who have
an ACE score of 4 or more were at significantly higher risk of health-harming behaviors (e.g., smoking, early sexual debut,
multiple sexual partners, drug/alcohol abuse, suicide attempts, physical inactivity) (Bellis, 2014). A United States study found
a graded relationship between the number of ACE and disability in adults (Rose et al., 2014). In another large ACE study,
researchers found that increases in ACE scores correlated with negative health and mental health outcomes. Investigators in
this study also identified several resilience factors that interacted with ACE to influence health outcomes: adequate sleep,
social support, and life satisfaction (Logan-Greene et al., 2014).

In the National Survey of Child and Adolescent Well-Being (NSCAWII), a longitudinal study of over 5,800 United States
children who were reported to CPS for suspected child maltreatment, researchers found that over half of the children had four
or more adverse experiences, compared with 13% of adults in a population-based sample. Approximately 40% of 0–2 year olds
had experienced four or more ACE, and 68% of children 11–17 years old had experienced four or more ACE(Stambaugh et al.,
2013).

Risk Factors
Children who experience interpersonal violence (e.g., physical abuse, sexual abuse, emotional abuse, neglect, exposure
to IPV, medical trauma, sex trafficking, being a child soldier, experiencing a genocide campaign) are at risk for complex
trauma. Environmental risk factors associated with increased risk of complex trauma include poverty, parental mental health
or substance abuse problems, and lack of social support. Young children are more likely than older children to be abused,
neglected, or exposed to IPV and are also at disproportionate risk of suffering adverse outcomes as a result. In most countries,
girls are at higher risk than boys for many types of abuse.

Signs and Symptoms/Clinical Presentation
Psychological: children may re-experience the trauma through nightmares or flashbacks;may reenact trauma in play;be
hypervigilant;be highly sensitive to nonverbal cues;and experience intense emotions in response to something that reminds
them of trauma or they may be detached, with a numbed affect. They may have memory deficits, depression, and anxiety.

Behavioral:infants may be agitated or go through periods of prolonged, inconsolable crying; toddlers and preschoolers may be
reckless, accident-prone, and exploration may be inhibited;children may regress behaviorally (e.g., thumb-sucking),be clingy
and dependent, or exhibit extreme withdrawal; may be hyperactive, impulsive, aggressive; may have difficulty concentrating;
may be hypervigilant; and may have extreme emotional responses that seem out of proportion to the situation. Adolescents
may act out and engage in risky behaviors (e.g., sexual promiscuity, drug and alcohol use, delinquency).

Cognitive: infants and young children may have delays in expressive and/or receptive language, developmental milestones;
learning disabilities. Older children and adolescents may have difficulties with attention, planning ahead, completing tasks,
solving problems; may have lower scores in reading and math;and/or higher rates of retention and dropout.

Physical:disturbances in eating (e.g., rapid eating, doesn’t feel full after meal, food hoarding, loss of appetite, eating disorders),
sleep problems (e.g., difficulty falling asleep, staying asleep), toileting issues (e.g., bedwetting), somatic complaints,
hypersensitivity to physical contact, signs of self-injuriousbehavior.



Social: insecure attachment patterns (i.e., avoidant, ambivalent, or disorganized); withdrawal from friends, social isolation;
difficulty with trust, intimacy, and boundaries.

Social Work Assessment
› Client History

• Complete a comprehensive biopsychosocialspiritual assessment to include information on physical, mental, environmental,
social, financial, and medical factors as they relate to the child’s care and safety
–Assess developmental status, including cognitive, language, motor, emotional/behavioral, and social development
–Ask about lifetime experiences of physical/sexual/emotional abuse or neglect, exposure to IPV or other trauma;

separation/abandonment, deaths
- If maltreatment is disclosed, explore nature, intensity, severity, frequency, chronicity, pervasiveness, and developmental

stage
- Also, explore whether maltreatment was disclosed previously, the circumstances of disclosure, responses of family

members and professionals, safety concerns
–Ask about child’s medical, developmental, and behavioral history, attachment relationships, prior hospitalizations and

injuries, history of harm, suicidal thoughts and attempts, aggression, fire-setting
–Ask about child’s symptoms and impairment in emotional, behavioral, cognitive, somatic, and relational domains. Include

functional analysis of behavior (i.e., exploration of what purpose behavior serves; e.g., self-protection, to communicate
distress)

–Ask about family history, household members, siblings, parental functioning and risk factors (e.g., substance abuse,
mental illness, IPV, child maltreatment, medical or cognitive issues), parenting practices, family and community supports,
cultural perspectives on trauma/treatment, involvement with other systems (e.g., school, child welfare, corrections),
individual and family strengths and protective factors

–Assess parent/caregivers’ attachment style, experience of childhood trauma, perceptions and expectations of child,
responsiveness to child

• Interviews regarding sexual abuse should be conducted by trained forensic interviewers using established protocols to
minimize further trauma to the child and to ensure that evaluation is forensically sound. Additional information regarding
appropriate forensic interviewing techniques is available through the American Academy of Child and Adolescent
Psychiatry and the American Professional Society on the Abuse of Children (APSAC), the National Institute of Child
Health and Human Development (NICHD) Investigative Interview Protocol, Washington State Child Interview Guide, and
Child First Georgia

› Relevant Diagnostic Assessments and Screening Tools
• Instruments used to screen/assess for trauma exposure and related symptoms include Clinician-Administered PTSD scale

for Children and Adolescents (CAPS-CA-5), NCTSN CANS Comprehensive–Trauma Version (CANS Trauma), Trauma
Symptom Checklist for Young Children (TSCYC), Trauma Symptom Checklist for Children (TSCC), UCLA Child/
Adolescent PTSD Reaction Index for DSM-5 (PTSD-RI), Child Sexual Behavior Inventory (CSBI)

• Instruments used to screen/assess children’s behaviors include Child Behavior Checklist (CBCL), Home Observation for
Measurement of the Environment (HOME), Pediatric Symptoms Checklist (PSC), Strengths and Difficulties Questionnaire
(SDQ)

› Laboratory and Diagnostic Tests of Interest to the Social Worker
• There are no laboratory tests specific to complex trauma in children
• Neuropsychological assessment can assist in identifying impacts of trauma on children’s cognitive functioning, attention,

executive functions, learning, memory, and language

Social Work Treatment Summary
› Social workers should be aware of their own cultural values, beliefs, and biases and develop specialized knowledge about

the histories, traditions, and values of their clients. Social workers should adopt treatment methodologies that reflect their
knowledge of the cultural diversity of the communities in which they practice

› Social workers are trained to assess and treat clients using an ecological perspective that encompasses complex interactions
of individual, social, and transpersonal factors that impact children and their families, leading to the development of
appropriate family-centered services and supports. A complete assessment of each family member is helpful to understand
the extent and nature of the effect that trauma has had on the family and its impact on other life areas. This is essential for
careful diagnosis, appropriate case management, and successful intervention



› Complex trauma interventions typically include common core components (Chadwick Trauma-Informed Systems Project,
2013a; Cloitre et al., 2011; Cook, 2005):
• Establishing safety: Safety is of paramount importance in treating children with complex trauma, including environmental

safety (e.g., ensuring child is not subject to ongoing trauma), internal safety (e.g., enhancing the child’s ability to
distinguish current fears from past danger, tolerate and regulate emotions, and lessen physiological arousal); relational
safety (e.g., enhancing the caregiver’s ability to provide boundaries and structure, as well as predictable, consistent,
attuned, responsive caregiving); physiological safety (e.g., teaching effective coping strategies, monitoring for self-harm);
and therapeutic safety (e.g., developing a therapeutic alliance and providing a safe, supportive environment)

• Increasing self-regulation: Clinicians emphasize teaching more adaptive self-management and coping skills (e.g., ability
to moderate arousal, self-soothe, recognize and express feelings, and control impulses)rather than focusing on problem
behaviors

• Integration of traumatic experiences into child’s life narrative: Trauma-specific interventions can assist children to
recognize what specific stimuli trigger memories of trauma, understand how past traumas trigger their current responses,
address negative thought patterns that perpetuate trauma-related symptoms, and alleviate self-blame

• Enhancement of relational engagement: Having a supportive, healthy relationship with parents/caregivers is also vital to
children’s progress. Interventions often are directed at increasing parent/caregivers’ capacity to provide attunement, active
listening, empathic validation, communication, consistency, and routines. When the parent/caregivers have been involved
in children’s traumatic experiences, it is necessary to assist in repairing those relationships

• Enhancement of positive affect:Activities also can be incorporated to support children in reengaging in developmentally
appropriate pursuits and experiencing mastery and fun

› There is growing emphasis on the importance of the caregiver-childrelationship in treating children who have experienced
complex trauma and most models incorporate caregiver involvement. It is essential to the child’s recovery to build the
capacity of adults to provide attuned, responsive care. Depending on the child’s individual situation, this may include birth
parents, foster/adoptive parents, group home/residential treatment center staff, child care providers, social workers, and other
professionals

› A number of interventions considered to be promising and/or evidence-basedare available to treat children and adolescents
who have experienced trauma. Particular models may be selected based on the age of the child, availability of the parent/
caregiver to participate in treatment, and primary presenting concerns (e.g., physical abuse, exposure to IPV, behavior
problems)
• Cognitive behavioral therapy (CBT) is the basis for many treatment modalities used with children who have been

maltreated. CBT is a goal-directed treatment that focuses on examining the relationships between thoughts, feelings, and
behaviors with the goal of assisting clients to modify their patterns of thinking and improve coping (Black et al., 2012;
Gillies et al, 2012; Lee et al., 2015; Leenarts et al., 2013)
–Trauma-focused CBT (TF-CBT) is used with children aged 3–18years who have PTSD or other emotional problems

related to trauma. TF-CBT integrates cognitive and behavioral interventions with trauma-specific interventions such as
psychoeducation about trauma and common reactions, parenting skills to manage emotional and behavioral reactions,
and individualized stress-management techniques and coping skills for child and parent. A key component is the trauma
narrative, in which the child describes in detail the most significant aspects of the trauma(s). Treatment is approximately
16–20 sessions. TF-CBT is the most recognized and supported treatment for child trauma and has been adapted for use
with Native American children. The TF-CBTtreatment book is available in multiple languages including Dutch, German,
Japanese, Korean and Mandarin (Lawson & Quinn, 2013; Lee et al., 2015; Scheeringa et al., 2011)

• Attachment and Biobehavioral Catch-up (ABC) is a home-basedintervention designed for very young children (0-2 years)
who show signs of attachment difficulties related to maltreatment or disruptions in care. Treatment focuses on assisting
caregivers to interpret the child’s signals in a way that elicits a nurturing response and to provide a sensitive and responsive
environment (Toth & Gravener, 2012)

• Attachment, self-regulation, competency (ARC) is a component-basedframework designed for use with children and
adolescents who have experienced complex trauma. This model focuses on enhancing attachment within the caregiving
system (which may include parents, relatives, foster parents, adoptive parents, residential treatment staff, and providers);
improving children’s ability to self-regulateemotional and physiological states;supporting children in the development of
age-appropriate competencies; and integrating traumatic experiences (Arvidson et al., 2011; Hodgdon et al., 2016;Lawson
& Quinn, 2013)

• Child-parent psychotherapy (CPP) is implemented with parent-childdyads. Utilized with children from birth to 6 years
who experience emotional or behavioral issues as a result of trauma, treatment is designed to repair and strengthen the
parent-child relationship, help the child feel safer in the parent’s care, and address the impact of trauma. Treatment takes
approximately 50 weekly sessions (Lawson & Quinn, 2013; Leenarts et al., 2013; Toth & Gravener, 2012)



• Parent-child interaction therapy (PCIT) is an intervention typically used with children aged 2–7 years with disruptive
behavior issues. In the first phase, the therapist coaches the parent in practice interactions with the child from an
observation room using a wireless earpiece. Initial sessions are child-directed and focused on relationship enhancement,
whereas latter sessions are parent-directed and focused on behavior-management skills. An adaptation for parents who
have maltreated is used with children up to 12 years old and includes a motivational orientation phase (Child Welfare
Information Gateway, 2013; Lee et al., 2015; Leenarts et al., 2013)

• Trauma systems therapy (TST)is a primarily home-based approach with three phases of treatment: Safety Focused,
Regulation Focused, and Beyond Trauma. The TST model emphasizes a team/systems approach, building alliance with the
family, and identifying priority problems in the moment. The intensity and focus of intervention is based on the severity of
child’s dysregulation when experiencing trauma triggers and the degree of environmental instability. Some modules target
environmental factors such as school placements and the family’s living situation. When children are more stable, treatment
may shift to office-based treatment and emphasize cognitive processing of trauma (Ellis et al., 2012)

• Eye movement desensitization and reprocessing (EMDR) for children and adolescents is an 8-phase standardized
psychotherapy process involving a variety of procedures designed to reduce trauma-relateddistress (Leenarts et al., 2013)

• Integrative treatment of complex trauma (ITCT) is a multimodal therapy that potentially incorporates psychoeducation,
affect regulation, exposure, trigger identification, mindfulness, and relational processing. Treatment is assessment-driven
with assessment tools being administered every 2–4 months to identify target symptoms. Structured interventions are
customized and prioritized based on the child’s symptoms and environmental factors. Treatment typically involves
individual therapy, collateral sessions with parents/caregivers, and family therapy. Treatment is adapted to cultural and
developmental issues. ITCT usually involves 6–8 months of treatment. Two forms are available: ITCT-C for children
8–12years old and ITCT-A for adolescents (Briere & Lanktree, 2013; Lanktree et al., 2012; Lawson & Quinn, 2013)

• Structured psychotherapy for adolescents responding to chronic stress (SPARCS) is a 16-session group model developed
for adolescents who have experienced complex trauma. This model addresses affect and behavioral regulation, attention,
self-perception, relationships, somatization, and systems of meaning (Lawson & Quinn, 2013)

• Trauma affect regulation: A guide for education and therapy (TARGET)is a treatment for adolescents that can be
implemented in individual or group formats to improve self-regulation and functioning. TARGET is similar to TF-CBT
except that adolescents do not develop a trauma narrative and parents are not involved in treatment. Efficacy with
adolescents of diverse races and cultures is unknown at this time, and the model has primarily been tested with juvenile
offenders (Black et al., 2012)

• Child and Family Traumatic Stress Intervention (CFTSI) is a brief, early intervention model that is designed for use soon
after exposure to a traumatic event or disclosure of physical/sexual abuse. CFTSI has been utilized in Child Advocacy
Centers and other settings to increase child and parent/caregiver understanding of the possible impacts of trauma, to
enhance communication between child and caregiver regarding trauma, and to increase the caregiver’s capacity to respond
supportively to the child (Hahn et al., 2016)

• Trust-Based Relational Intervention (TBRI) is a treatment model that incorporates interventions across a broad range
of domains: sensory processing and input, neurochemical effects, nutrition/hydration, felt safety for child, caregivers’
relational history, child’s history (e.g., maltreatment, prenatal substance exposure), and non-threatening approaches to
correction. TBRI has been used in various settings (e.g., homes, camps, group homes, residential treatment) and with all
ages (McKenzie et al., 2014; Purvis et al., 2013). TBRI centers on three strategies:
–Empowering – ecological strategies (e.g., rituals, transitions) and physiological strategies (e.g., physical activity, sensory

experiences, regular meals and hydration) in order to facilitate successful connecting and correcting
–Connecting – mindful awareness and engagement strategies (e.g., eye contact, voice quality, playful interaction, safe

touch)
–Correcting – responding to levels of behavioral needs in a way that is tailored to the level of risk the behavior presents

while also maintaining connection through engagement
› Multidimensional treatment foster care (MTFC)is a family-based treatment model for children with severe emotional and/

or behavioral issues who require out-of-home placement due to child abuse or neglect, mental health problems, and/or
delinquency (Lee et al., 2015)

› Pharmacological treatment
• Psychotropic medications may be used to treat specific symptoms, including depression, anxiety, sleep problems, attention

problems, and aggression
› Supportive interventions with parents/caregivers

• Parental support plays a key role in children’s recovery following trauma. Parents often have their own histories of
childhood trauma which impede their ability to engage in a positive manner with their children and/or participate in their



recovery. In some instances, the child’s traumatic experiences may trigger traumatic memories in the parent, leading to
maladaptive behaviors. It can be helpful to screen parents for trauma and refer them for treatment when indicated. Family
intervention goals include increasing parents’ abilities to respond to the child in a supportive manner (e.g., validating the
child’s experience, tolerating their feelings) and to manage their own emotions

• Foster and adoptive parents often have unrealistic expectations regarding the behavior of children and adolescents placed
in their homes and may implement parenting strategies that were successful in their own upbringing or with their birth
children. They may also have histories of trauma or relational difficulties that can be triggered when caring for a child who
has trauma-relatedbehaviors

• Education and treatment with parents, foster parents, adoptive parents, and other caregivers for the child is focused on
increasing their capacity to manage strong emotions in the child and in themselves and building their capacity to help the
child self-regulate. This includes:
–increasing their understanding of neurodevelopmental impacts of trauma
–helping them understand the child’s behavior in the context of trauma
–normalizing their feelings and responses regarding the child’s behaviors
–helping them think about current issues in a different way and use more positive self-talk
–helping them structure the environment to help establish psychological safety for children (i.e., household structure;

consistency; predictability;incorporating routines and rituals; becoming attuned to the child’s cues and learning how to
effectively comfort the child, which over time is internalized by the child, allowing him/her to better cope with distress);
and

–helping them identify and utilize self-care strategies
• The relational learning framework is a tool that can be used with foster parents as a case consultation tool, in

multidisciplinary team meetings, or in clinical supervision. It encompasses information about the child’s history and
culture, problems and strengths, view of self, and view of others, as well as a plan to gradually change the child’s mental
representations about relationships. This cognitive technique focuses on helping foster parents better understand how the
child’s view of self and others influences his/her behaviors so they can empathize with the child and provide corrected
messages and experiences (Kelly & Salmon, 2014)

• Caring for children who have experienced trauma: A workshop for resource parents (Grillo et al., 2010) is an 8-module
curriculum designed to educate relative caregivers, foster parents,and adoptive parents about the impact of trauma on
children and strategies for helping children feel safe and manage their emotions and behaviors as well as enhancing their
own self-care(Grillo et al., 2010)

• Parenting training based on the Trust-based Relational Intervention (TBRI) treatment model has been used to teach parents
strategies for empowering, connecting, and correcting children who have experienced complex trauma(Purvis et al., 2015)
–Researchers found that a 4-day TBRI training for adoptive parents was linked with decrease in parent-reported conduct

problems, hyperactivity, inattention, depression, anger/aggression, and posttraumatic arousal and an increase in prosocial
behavior (Purvis et al., 2015)

› Social workers should practice with awareness of, and adherence to, the social work principles of respect for human rights
and human dignity, social justice, and professional conduct as described in the International Federation of Social Workers
(IFSW) Statement of Ethical Principles; and become knowledgeable of the IFSW ethical standards as they apply to children
and adolescents who have experienced complex trauma and practice accordingly

.
Problem Goal Intervention

Child exhibits signs/symptoms of
complex trauma

Establish physical and psychological
safety; improve self-regulation, self-
reflective information processing,
integration of traumatic experiences,
relational engagement, and enhancement
of positive affect

Assess for emotional/behavioral issues
related to trauma, assess maladaptive
beliefs about maltreatment, help child to
feel safe, refer to therapist appropriately
trained to address complex trauma, teach
parent or caregiver about the effects of
trauma and how to respond to trauma-
related behaviors, stabilize child’s social
environment (e.g., school situation,
family’s living situation)



Child exhibits self-harming behaviors,
suicidal ideation, and/or extremely
aggressive behaviors

Establish safety Assess for risk of harm to self and/or
others and safety plan as needed

Parent/caregiver is experiencing distress
or lacks knowledge/skills to respond to
trauma-related behaviors

Increase understanding of impact of
trauma and behaviors as reaction to
trauma; increase parent/caregiver’s
capacity to regulate their own affect;
increase parent/caregiver’s capacity to
co-regulate child and support child’s
treatment/healing

Provide information about the reason for
placement, history with birth parents,
placement history and experiences,
culture. Help caregiver to understand
the child’s behaviors in relation to
previous experiences and impacts and to
learn positive parenting strategies that
address child’s need for psychological
safety and corrective experiences.
Refer to therapeutic models that
include caregiver in treatment, and/
or refer caregiver to parent training
specific to caring for children who have
experienced trauma. Provide emotional
support and link parent with experienced
foster/adoptive parents for support

.

Applicable Laws and Regulations
› Each country has its own standards for cultural competence and diversity in social work practice. Social workers must

be aware of the standards of practice set forth by their governing body (National Association of Social Workers, British
Association of Social Workers, etc.), and practice accordingly.

› Various countries have mandatory reporting laws that require specified professionals to report suspicions of child
maltreatment to the designated authority
• In the United States social workers are required to report suspicion of maltreatment to their state’s designated CPS

agency. Details on each state’s statutes are available at the U.S. Department of Health and Human Services website,
https://www.childwelfare.gov/topics/systemwide/laws-policies/state/

› Social workers are guided by the legal definitions of child maltreatment in the country in which they practice
• In the United States, the Child Abuse Prevention and Treatment Act (CAPTA) establishes the federal minimum definition

of child abuse and neglect. States often enact civil and criminal statutes that expand on that definition
› The United States Health Insurance Portability and Accountability Act (HIPAA) of 1996 addresses privacy of healthcare

information, requiring that the patient or patient’s guardian authorize the release of medical information. HIPAA regulations
allow disclosure of protected healthcare information to designated investigative agencies (i.e., CPS and, when designated by
state law to receive child maltreatment reports, law enforcement agencies) in order to report suspected child maltreatment,
provide information pertinent to the completion of the investigation, and/or to prevent serious harm. Social workers should
familiarize themselves with state laws pertaining to the release of healthcare information when there is an issue of child
maltreatment

› The United States Fostering Connections to Success and Increasing Adoptions Act (PL 110-351) requires that children in
foster care receive initial and follow-up mental health/trauma screenings

Available Services and Resources
› American Academy of Pediatrics Healthy Foster Care AmericaTrauma Guide,

https://www.aap.org/en-us/advocacy-and-policy/aap-health-initiatives/healthy-foster-care-america/Pages/Trauma-Guide.aspx
› Child Trauma Academy, http://childtrauma.org/
› International Society for Traumatic Stress Studies, http://www.istss.org/
› National Child Traumatic Stress Network (NCTSN), http://www.nctsn.org/

• Learning Center: https://learn.nctsn.org/
• Measures Review Database: http://www.nctsn.org/resources/online-research/measures-review
• Free online TF-CBT course: https://tfcbt.musc.edu/



› National Native Children’s Trauma Center, http://coehs.umt.edu/specunits/national_native_childrens_trauma_center/
default.php

› Trauma Resource Center, http://www.traumacenter.org/
› USC Adolescent Trauma Training Center, http://keck.usc.edu/adolescent-trauma-training-center/treatment-guide/references/
› The Childhelp National Child Abuse Hotline serves the United States (including the U.S. Virgin Islands, Puerto

Rico, and Guam) and Canada. Staffed 24 hours daily, it offers assistance in 170 languages: (800) 422-4453,
http://www.childhelp.org/pages/hotline-home

› Several resources exist for learning more about evidence-based and evidence-informed assessment and treatment strategies:
• California Evidence-Based Clearinghouse for Child Welfare, http://www.cebc4cw.org/
• National Child Traumatic Stress Network (NCTSN), http://www.nctsn.org/resources/online-research/measures-review
• SAMHSA’s National Registry of Evidence-Based Programs & Practices, http://nrepp.samhsa.gov/landing.aspx

Food for Thought
› Relatively few children who have experienced maltreatment receive therapeutic services, and even fewer receive

trauma-informed therapies
› The neurosequential model of therapeutics (NMT) has been proposed as an approach that can be used to select and sequence

interventions based on individualized assessment. After obtaining information about past and current experiences and
functioning, a“functional brain map” is generated that identifies affected areas of the brain that may have functional or
developmental problems. Interventions are sequenced in accordance with how the brain develops (i.e.,from lower-level to
higher-level skills)

› Children, adolescents, and adults with histories of complex trauma are disproportionately represented in multiple settings,
including mental health and substance abuse treatment agencies, child welfare, and criminal justice. In each of these settings,
a “trauma lens” (i.e., awareness of the profound and enduring effects associated with severe adverse life experiences and the
role these experiences play in the client’s other difficulties) should be used to inform service delivery. A trauma-informed
approach emphasizes a strengths-based perspective, physical and psychological safety, transparency, collaboration,
empowerment, self-determination, inclusiveness, and sensitivity to gender and cultural issues. Universal screening for past
trauma symptoms can also be used to identify trauma-related treatment needs

Red Flags
› Very young children are particularly vulnerable to experiencing complex trauma as well as being most vulnerable to its

impact
› Children entering the child welfare system often are not systematically screened for trauma and referred to appropriate

services
› The effects of trauma can mimic mental health conditions, potentially leading to inappropriate and/or ineffective treatment.

When symptoms are ambiguous, it is generally recommended that trauma be addressed first
› Child welfare intervention can inadvertently compound effects of trauma. Social workers should adopt practices that

minimize additional trauma when possible, for instance using the Child Advocacy Center (CAC) model during investigations
of sexual abuse allegations and maintaining frequent contact between children and parents when children are in foster care

› Secondary traumatic stress (i.e., strong emotional reactions to exposure to others’ traumatic experiences through study
or working with individuals who have experienced severe trauma) is a common issue among professionals working with
individuals who have experienced trauma. The impact of secondary traumatic stress can be reduced through education,
self-carestrategies, and supportive supervision

Discharge Planning
› Ensure that children have a safe, stable living situation
› Provide linkage to community services, such as referrals for medical, financial, childcare, housing, counseling, and

educational services as appropriate
› Provide written information to reinforce verbal education

• The National Child Traumatic Stress Network’s Complex Trauma: Facts for Caregivers, http://www.nctsn.org/sites/default/
files/assets/pdfs/complex_trauma_caregivers_final.pdf

• Information card for parents/caregivers with behavioral indicators/strategies
• Utilize foster/adoptive parent newsletters and brochures to provide ongoing information



DSM 5 Codes
› [Posttraumatic Stress Disorder, 309.81]
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